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Gnear Faces. Gaear Puaces.

Medication Administration Training Program for Unlicensed Assistive Personnel
Application for Re-Approval of Training Program

Medication administration may be delegated only to thosc individuals who have successfully completed a training
program pursuant to ARSD 20:48:04.01:14. An application along with required documentation must be submitted to
the Board of Nursing for approval. Written notice of approval or denial of the application will be issued upon receipt
of all required documents. Send completed application and supporting documentation to the Spearfish BON address
or fax above.

Name of Institution: Pie.rre. Schne) Disthict

Name of Primary Instructor: __« SFJ_PC; \Q‘x Ebe. 3 X
Address:__ AN S, Puplar
Pierve , 5D 5750 |
Phone Number: _ 1a05- 1713- —75_5,_9 Fax Number: W05 -773-73577
E-mail Address of Faculty:_t..".}ﬁﬂ‘.x AR e @ KR, 50 US

1. Reguest re-approval using the following approved curriculum(s): (Eazh program Is expected to retain program
records using the Enrolled Student Log form.
[I 2011 SR Community Mental Health Facilities (only appraved for agencies certifled through the Department of Social Services)
O Gauwitz Textbook — Administering Medications; Pharmacology for Health Careers, Gauwltz (2009)
Mosby’s T'exbaok for Medication Assistants, Sorrentine & Remmert (2009)
] Nebraska Health Care Assoclation (2010) (NHCA)
O We Care Online
O EduCare

2. List faculty and licensure information: /or new RN fecully: 1) attach resume/work history with evidepce of minimum 2 years
clinical RN experience, and 2) attach a new Quiriculum Application Form identifying aress of keaching.

| RN LICENSE )
RN FACULTY/INSTRUCTOR NAME(S) State Number Expiration Date Verification \
) (Completed by SOBON) |
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=] Jo &0 2Lv3a | 5-3L-ly -
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3. Complete evaluation of the curriculum / program: (Exuain ‘Ne’ responses on 8 saparate sheet of paper. ) _
Standard . ) |Yes |No
1.__Fach person enrvlled in your program had a high school diploma or the equivalent. ‘ X
2. Your program was no less than 16 classraom hours and 4 hours clinical/laboratory Instruction for a total
of 20 hours. ) ) A
3. Your program’s facully to student ratio did not exceed 1:8 in the clinlcai / 1ab setting X o]
4. Your program’s faculty o student ratio did not exceed 1:1 in skill pefformance evaluation fcompetency "
validation,
5. Each student's performance was documented using the SD diinical skilis checklist form, X o
| 6. _You maintain records using the Enrolied Student Log(s) form. X

RN Faculty SiSnatm:e!;f M s\ A.Q sa b “U\} Date: D~ 1+ 11’-1
This section to be completed by the South Dakota Board of Nursing A
[

I
Date Application Received: S| [Z,]{} Date Notice Sent Lo Institution: AV 1 (U1
Date Application Approved: Sl v , Application Denicd, Reason:
Expiration Date of Approval: AWEL Ol
| Board Representative: - %}Q\N
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